a b s t r a c t BACKGROUND: Gastric lipomatosis (GL) is defined as a lipomatous lesion with diffuse infiltration of the submucosal layer by adipose tissue with multiple lesions and must be differentiated from gastrointestinal lipomas, which are solitary submucosal masses composed of well-differentiated adipose tissue surrounded by a fibrous capsule. GL are uncommon, represents 5 % of gastrointestinal tract lipomas and less than 1∼3 % of all gastric tumors. CASE PRESENTATION: A 65-year-old woman, who underwent non-operatively approach by Gastric lipomatosis. Non-specific gastrointestinal symptoms and endoscopic examination ruled out the possibility of mucosal ulceration or bleeding. Endoscopic ultrasonography and abdominal CT that confirmed gastric lipomatosis. DISCUSSION: Gastric lipomas are usually small, solitary and asymptomatic, and are hence often detected incidentally, surgical management in asymptomatic patients still be a in debate. CONCLUSION: Non operative management in massive gastic lipomatosis is appropiate when the patient is asymptomatic without mucosal ulceration, regardless of the amount of gastric lipomas. Avoiding patient the morbidity of a total gastrectomy.
Introduction
Gastric lipomatosis(GL) is defined as a lipomatous lesion with diffuse infiltration of the submucosal layer by adipose tissue with multiple lesions and must be differentiated from gastrointestinal lipomas, which are solitary submucosal masses composed of well-differentiated adipose tissue surrounded by a fibrous capsule. Gastric lipomas are uncommon, and account for only 5 % of gastrointestinal tract lipomas and less than 1∼3 % of all gastric tumors. However, gastric lipomatosis is a rare condition, with only ten previously reported cases in the scientific literature. The present report describe the case of gastric lipomatosis managed with non surgical approach with optimal clinical results [1] [2] [3] [4] . This work has been reported in line with the SCARE criteria [21] .
Case report
A 65-year-old woman was admitted with intermittent epigastric pain for the previous 24 months. She had no significant past medical or family history. Upper endoscopy revealed multiple subepitelial masses around all the gastric wall without ulcerations of active bleeding ( Fig. 1 ). Laboratory tests where unremarkable. The patient had no personal history of gastrointestinal bleeding. A physical examination of the abdomen did not reveal any masses. Endoscopic ultrasonography (EUS) demonstrated that the lesions originated in the submucosal layer, were all well-defined and were homogeneously hyperechoic with a maximun size of 27 × 17 mm ( Fig. 2 ). An MRI enterography showed multiple fatcontaining masses around the gastric wall. The lesions appeared as well-circumscribed areas of fat density with an attenuation ranging from -70 to -120 Hounsfield units ( Fig. 3 ). There was no evidence of lymph node enlargement. Endoscopic biopsy with a polipectomy loop showed a benign mesenchymal tumor lesion of submucosal location, constituted by a proliferation of mature adipocytes, with some fibrous septa without cellular atypia, necrosis or mitosis. The patient was managed non-operatively approach with no development of bleeding at follow up.
Discussion
Gastric lipomas are rare, bening tumors that on edoscopic examination present a smooth, well defined margin, often present as an oval or spherical submucosal mass composed of well differentiated adipose tissue surrounded by a fibrous capsule [3] [4] [5] [6] . Gastric lipomatosis is characterized by multiple gastric lipomas or diffuse gastric infiltration on submucosal or subserosal layer by adipose tissue [7] [8] [9] . Previous reports described diffuse infiltration of the submucosal layer by adipose tissue as a pathologic process and suggested that the term "lipomatosis or lipohyperplasia of intestine" should be replace the term "lipoma of intestine" [1, 2, 10, 11] . The etiology of gastric lipomatosis remains to be established. Postulated etiological factors include embryonic displacement of adipose tissue, congenital predisposition, degenerative disease with disturbance of fat metabolism, post-chemotherapeutic fat deposition, chronic irritation such as chronic inflammatory bowel disease, low-grade infection and hamartomatous syndromes [12] [13] [14] . Cabaud and Harris [15] proposed that a fatty lesion with an annular nature and complete lack of encapsulation is a fatty infiltration rather than a true neoplasm. They described a pathological process whereby mechanical propulsion of the mucosa and submu- cosa downstream into the lumen of the bowel might increase the submucosal area which is then filled by fat. No report has described malignant transformation of gastric lipomas [1, 2, [11] [12] [13] .
Gastric lipomas are usually small, solitary and asymptomatic, and are hence often detected incidentally. Hundreds of gastric lipoma cases have been reported in the medical literature. Clinical symptoms are related to tumor size and location, and the development of complications. The most common clinical presentation (50 %) is reported to be upper gastrointestinal bleeding caused due to ulceration of the tumor [1] [2] [3] . Obstructive symptoms including vomiting and gastrointestinal obstruction are also frequent (42 %) [1, 15, 16, 19] . The development of complications including gastrointestinal bleeding caused by ulceration and gastrointestinal obstruction can be manifested clinically when gastric lipomas are larger than 2 cm [1, 12] .
The medical literature contains few reports of gastric lipomatosis [1, 2] . We found 10 case reports describing multiple gastric lipomas, and 1 case report describing diffuse depositions of adipose tissue that were not encapsulated. Eight of those 10 patients first presented due to upper gastrointestinal bleeding, and the other 2 patients had non-specific gastrointestinal symptoms similar to this case. Although gastrointestinal bleeding generally presented as chronic blood loss, 2 patients had acute severe blood loss resulting in emergency presentations. Two of the 10 patients died due to massive gastrointestinal bleeding. The 9 case reports of multiple lipomas described encapsulated tumors. 1 case describe a patient with lipomatosis that showed extensive gastric involvement and required surgical removal because of symptoms, contrary to our case, with extensive gastric lipomatosis but in an asymptomatic patient. Although a previous report also described a case featuring extensive gastro-duodenal involvement, that patient was asymptomatic [1, 2, 8, 9, 11, 17] . That patient was followed-up for 5 years and showed good recovery and no disease progression.
Abdominal CT is the imaging method of choice to determine the specific nature of a lipoma, the extent of the disease and for followup [1] [2] [3] 9, 12] . A homogeneous gastric submucosal tumor with an attenuation of between −70 and −120 Hounsfield units has been reported as a definitive finding for the diagnosis of gastric lipoma [1, 2, 12] . Therefore, if a large submucosal tumor is detected on an endoscopic or UGI examination, then a CT scan should be obtained for making the diagnosis and deciding on the method of therapy, like in our case.
Conservative treatment is preferred for solitary lipomas that are asymptomatic. However, further evaluation and surgical management should be planned when endoscopic examination shows an ulcer or when tumors contain non-fatty elements, are symptomatic or show infiltrative growth patterns [1, 2, 4, 9, 12, 15, 19] . The current patient presented with non-specific gastrointestinal symptoms and endoscopic examination ruled out the possibility of mucosal ulceration or bleeding. A decision was made to followed-up due to the morbidity of a total gastrectomy [1, 2, 6, 20] .
Conclusion
Here, we report a very rare case of gastric lipomaosis, medical and follow up management is appropriate when gastric lipomatosis is asymptomatic without mucosal ulceration and in asymptomatic patient, regardless of the amount of gastric lipomas, avoiding patient the morbidity of a total gastrectomy.
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